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LEARNING OBJECTIVES

After completing this course, the reader will be able to:

1. Examine the level of involvement of oncologists in bereavement rituals after a patient dies, in order to improve
the effectiveness of oncologists and other caregivers in helping families cope with their loss.

2. Analyze the reasons physicians do or do not participate in rituals involving direct contact or indirect contact with
the bereaved families of their patients.

3. Develop formal programs for the care team to provide continuing support involving direct contact and indirect
contact with bereaved families.

This article is available for continuing medical education credit at CME.TheOncologist.com.CMECME

ABSTRACT

Purpose. We sought to determine the level of involvement
of oncologists in bereavement rituals after a patient dies.

Subjects and Methods. Members of the Israeli Society
for Clinical Oncology and Radiation Therapy
(ISCORT) were surveyed. The survey instrument con-
sisted of questions regarding participation in bereave-
ment rituals for patients in general and those with
whom the oncologist had a special bond. Oncologists

were queried as to the reasons for nonparticipation in
bereavement rituals.

Results. Nearly 70% of the ISCORT membership (126
of 182) completed the survey tool. Respondents included
radiation, surgical, and medical oncologists. In general,
oncologists rarely participated in bereavement rituals that
involved direct contact with families such as funerals and
visitations. Twenty-eight percent of physicians at least oc-
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casionally participated in rituals involving direct contact
whereas 45% had indirect contact (e.g., letter of condo-
lence) with the family on an occasional basis. There was
significantly greater involvement in bereavement rituals
when oncologists developed a special bond with the pa-
tient. In a stepwise linear regression model, the only factor
significantly associated with greater participation in be-
reavement rituals was self-perceived spirituality in those

claiming not to be religious. The major reasons offered for
nonparticipation were time constraints, need to maintain
appropriate boundaries between physicians and patients,
and fear of burnout.

Conclusion. Although many oncologists participate at
least occasionally in some sort of bereavement ritual, a
significant proportion of oncologists are not involved in
these practices at all. The Oncologist 2010;15:317–326

INTRODUCTION

The role of oncologists in providing comprehensive cancer
care continues to expand. In 1998, the American Society of
Clinical Oncology published a position statement stressing the
need for a greater focus on palliative care that consists of a va-
riety of interventions that ameliorate the suffering of the pa-
tient and family [1, 2]. There is also a greater appreciation of
the fact that cancer care does not terminate at the time of the
patient’s death, and that there is a responsibility on the part of
the oncologist to continue to interact with the families of de-
ceased patients [3]. Such interactions may include bereave-
ment counseling, continued informal communication with the
family, and participation in formal bereavement rituals.

From a different perspective, oncologists often develop
protracted and even intense relationships with patients and
their families. The cessation of the therapeutic association that
occurs when the patient expires has a significant impact on
both family members and the physician [4–19]. Both studies
and vignettes from patients and physicians detail the void that
exists after a patient dies [17, 20–23]. The family often feels
abandoned by the health care system in general and by their
physicians specifically [20, 24–26]. Physicians experience
grief and a sense of loss, especially for patients with whom
they developed a special bond. The nature of the patient–
physician relationship and the boundaries associated with this
relationship often make it difficult for doctors to find the ap-
propriate channels for mourning their loss [5, 15, 16, 27–32].
Several studies have shown that many physicians have little
interaction with families after patients expire, and the interac-
tions that do exist are usually in the form of “non-face-to-face
contact” such as letters or phone communication [8, 32, 33].

The necessity and appropriateness of physician involve-
ment in bereavement practices have been discussed primarily
in the context of qualitative reporting [11, 34–36]. Some au-
thors have focused on the wishes of physicians for closure
whereas others examined the topic from the perspective of the
needs of the family [37, 38]. There is less information avail-
able on the extent of physician participation in bereavement
practices and the type of interaction that an individual physi-
cian has with family members [5, 8, 16, 33, 39].

The current study was undertaken to define the fre-
quency with which oncologists participate in bereavement
rituals. A secondary objective was to identify factors that
prompt some oncologists to forego such participation.

METHODS AND MATERIALS

Survey Design
The Israeli Society for Clinical Oncology and Radiation Ther-
apy (ISCORT) is the umbrella professional organization that
represents cancer specialists in Israel and includes all oncol-
ogy specialties except for pediatrics. Members of ISCORT
were invited to participate in the current survey via e-mail.
Pursuant to the initial invitation, two additional prompts were
sent to the electronic mailing list of the society. Members were
also given the opportunity to respond at the two semiannual
meetings conducted by ISCORT during the period of study.
Anonymity of results was assured. A research assistant, work-
ing independently of the investigators, collated the data to pre-
serve anonymity and verify that there was no duplication of
respondents. Based on the nature of the study and the study
group, review of the protocol by the Tel Aviv Medical Center
Institutional Review Board and ISCORT was waived, consis-
tent with the policies of both institutions.

A survey tool (Appendix 1) was developed to query mem-
bers regarding their participation in a wide range of bereave-
ment rituals. The survey was divided into four sections:
demographic characteristics of the study population, involve-
ment in bereavement practices, religiosity and spirituality, and
reasons for nonparticipation in bereavement practices. Demo-
graphic information collected included physician age, gender,
subspecialty practice, years in practice, and religious affilia-
tion. With regard to bereavement practices and reasons for
nonparticipation, the survey was similar to that of Chau et al.
[33] except that specific bereavement practices common to the
region were included (e.g., Jewish shivah, Islamic A’za). The
questionnaire also assessed other bereavement practices, such
as telephone calls and correspondence (i.e., e-mail, postal
mail). Those surveyed were asked whether their bereavement
practices would change if they had developed a close relation-
ship with a patient prior to death. The term close relationship
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was termed in the survey item as becoming “particularly at-
tached” to a patient (Appendix 1) without further characteriza-
tion. Respondents were also asked to rank order the reasons
that they tended to not carry out bereavement practices. As part
of a pilot study, the survey was administered to selected indi-
viduals to determine if there were ambiguities in any of the test
items.

Individuals were asked about religiosity and spirituality.
Because there is little consensus on how to define or measure
religiosity and spirituality in an objective manner, it was de-
cided to rely on self-perception regarding an individual’s reli-
giosity and spirituality [40]. Each respondent was asked to rate
their religiosity or spirituality on a four-point Likert scale, with
1 being the response if the individual considered him/herself
very spiritual or religious and 4 the response if the individual
considered him/herself to be nonreligious or nonspiritual (Ap-
pendix 1). Religion and spirituality were queried as separate
items because these terms are not coterminous and were inves-
tigated as separate variables [41, 42].

Statistical Analysis
Data were recorded on an Excel spreadsheet and then trans-
ferred to a SAS statistical program. For purposes of the anal-
ysis, bereavement practices were categorized into three
groups: (a) practices including funerals, visitations, and me-
morial services in which there is a physical presence of the
physician (face to face); (b) bereavement practices done indi-
rectly either by phone or mail (indirect); and (c) no participa-
tion in a bereavement practice. The association between
demographic as well as professional factors and the type of be-
reavement practice carried out was performed with a �2 test.
McNemar’s test of symmetry was used to compare oncolo-
gists’ bereavement practices in relation to patients in general
and to patients with whom they had a special bond. Linear
stepwise regression was used to determine the relationship be-
tween specific variables and participation in bereavement
practices. The model was developed by first doing a bivariate
analysis relating demographic and physician characteristics to
participation in bereavement practices. Subsequently, a step-
wise linear regression was done in three steps, including
forced entry, forward selection, and backward elimination.
Based on the above analysis, five variables were evaluated in
the final model. SAS for Windows, version 9.1.3 (SAS Insti-
tute, Inc., Cary, NC), was used for all statistical analyses.

RESULTS

Bereavement Practices of Oncologists
Nearly 70% of the ISCORT membership (126 of 182) com-
pleted the survey. The demographic and religious/spiritual
background data of the respondents are displayed in Table

1. The male–female ratio was 2.1 and over two thirds of the
respondents were medical oncologists. Most of the respon-
dents were hospital-based oncologists, with only 17% of
the subjects also practicing in a community setting.

The survey instrument did not provide a definition of either
“religiosity” or “spirituality.” Rather, physicians were asked to
characterize their religious and spiritual attitudes themselves.
In response, 41% claimed to be spiritual and nonreligious
whereas 30% asserted that they were neither religious nor spir-
itual. Of the 36 physicians claiming to be very religious or in-

Table 1. Demographic characteristics of physician
responders

Characteristic n (%)

Oncology practice

Medical oncologist 89 (71%)

Radiation oncologist 19 (15%)

Surgical oncologist 18 (14%)

Gender

Male 85 (67%)

Female 41 (33%)

Median age (range), yrs 49 (30–77)

Seniority (yrs)

�10 34 (27.2%)

11–20 29 (23.2%)

21–30 36 (28.8%)

�30 26 (20.8%)

Religion

Jewish 121 (96%)

Other 4 (4%)

Working environment

Hospital only 105 (83%)

Hospital and community-based practice 21 (17%)

Spiritual/religious self-identification

Very or intermediately religious 36 (29%)

Secular; very or intermediately spiritual 51 (41%)

Neither religious nor spiritual 38 (30%)

Table 2. Participation in bereavement practices: All
patients, n (%)

Practice Frequently Occasionally Never

Funeral 1 (0.8) 8 (6.6) 112 (92.6)
Visitation 1 (0.8) 35 (28.9) 85 (70.2)
Memorial service 0 (0) 12 (10.1) 107 (89.9)
Telephone call 34 (27.6) 52 (42.3) 37 (30.1)
Mail/e-mail 23 (18.9) 30 (24.6) 69 (56.6)
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termediately religious, 34 (94%) also stated that they were
either very or intermediately spiritual. For purposes of the
analysis, people who identified themselves as religious, even if
minimally not spiritual, were considered as a single group (re-
ligious) whereas those who claimed to be very or intermedi-
ately spiritual but minimally or not religious were considered
as a separate group (spiritual/nonreligious).

The extent of physician participation in bereavement
practices is shown for patients in general (Table 2) and sep-
arately for patients with whom physicians had a special
bond (Table 3). As a frequent practice, physicians rarely
participated in bereavement rituals that involved direct
physical contact with families, such as funerals and visita-
tions. However, on an occasional basis, physicians would
have face-to-face contact, usually in the format of a visita-
tion. When it came to patients with whom the physician had
developed a special bond, there was a higher rate of partic-
ipation in all forms of bereavement practice.

As described above, bereavement practices were divided
into face-to-face interactions and indirect interactions. Table 4
shows oncologists’ participation (frequent or occasional) in
bereavement practices for patients in general and for patients
with whom there was a special bond in terms of face-to-face
and indirect interactions. Notably, although 74% of physicians
either frequently or occasionally participated in a bereavement
ritual, 26% stated that they never participated in any sort of be-

reavement ritual for patients in general and 13% gave the same
response even for patients with whom they had a special bond.
When broken down into type of bereavement practice, nearly
30% of oncologists participated in a face-to-face encounter at
least on an occasional basis, whereas 45% had indirect contact
with families at least occasionally. The frequencies of face-to-
face and indirect interactions were significantly greater when
there was a special bond (p � .0001, McNemar’s test of sym-
metry).

Factors Associated with Face-to-Face
Bereavement Practices
On univariate analysis, demographic and religious/spiritual
factors associated with participation versus nonparticipa-
tion in bereavement rituals were evaluated (Table 5). The
only factor found to have an association with greater par-
ticipation in bereavement rituals for patients in general was
spirituality among those who identified themselves as non-
religious, when compared with those who were either reli-
gious or nonreligious but not spiritual (p � .048). For
patients with special bonds, religious/spiritual factors were
not associated with greater participation in bereavement rit-
uals. The impact of religiosity and spirituality was also
evaluated using a stepwise linear regression model (Table
6), and here too there was a significant association between
nonreligious spirituality and face-to-face interactions with
bereaved family members that persisted even after adjust-
ing for other demographic variables (p �.02). It should be
noted that the predictive power of the model was relatively
low (R2 � .09), indicating that demographic factors as a
whole (including gender, religious background, and dura-
tion of practice) were not particularly informative in pre-
dicting whether a specific oncologist would participate in a
bereavement ritual. What this means is that other variables
most likely related to either the inherent personality or
working conditions of an individual physician motivated
his/her participation in bereavement rituals, and these char-
acteristics are not easily generalizable or measurable.

Reasons for Not Participating in
Bereavement Practices
Reasons for not participating in bereavement practices are
shown in Table 7, which enumerates the percentages of phy-

Table 3. Participation in bereavement practices: Special
bond patients, n (%)

Practice Frequently Occasionally Never

Funeral 11 (9.2) 23 (19.2) 86 (71.7)
Visitation 21 (17.4) 45 (37.2) 55 (45.5)
Memorial service 6 (5.0) 30 (25.2) 83 (69.7)
Phone call 68 (55.3) 37 (30.1) 18 (14.6)
Mail/e-mail 29 (23.8) 29 (23.8) 64 (52.5)

Table 4. Face-to-face versus indirect encounters, n (%)

Type of
encounter

All
patients

Special
bond
patients

Face-to-facea 37 (29%) 70 (54%)

Indirect 58 (45%) 42 (33%)

None 33 (26%) 16 (13%)
aFace-to-face direct encounters include participation in
funerals, visitation, and memorial services. Indirect
encounters refer to telephone calls or letters (postal mail
or e-mail). Difference between all patients and special
bond patients was significant (p � .0001, McNemar’s test
of symmetry).

Table 5. Physician bereavement practices as a function
of spirituality/religiosity: All patients, n (%)

Group Face-to-face Indirect None

Religious 9 (25%) 18 (50%) 9 (25%)
Spiritual/nonreligious 20 (39%) 24 (47%) 7 (15%)
Neither 7 (18%) 16 (42%) 15 (39%)

p � .048.
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sicians who listed a specific factor as one of the first three re-
sponses (out of seven) provided for not participating in a
bereavement ritual. Nearly two thirds of the physicians cited
time constraints as a major reason for nonparticipation. The
second most common reason was related to the fear of burn-
out. A majority of oncologists (55%) made reference to the
need to maintain appropriate boundaries between physician
and family as a reason for nonparticipation whereas other phy-
sicians believed that attending bereavement rituals was not
part of their job description (42%). A majority of physicians
linked their non-participation in bereavement practices to a
fear of burnout (61%). Most physicians did not attribute their
non-participation to perceived family wishes, a sense of fail-
ure, and/or death anxiety. Although 55% of respondents re-
ported that they did not attend funerals or visitations because
of a lack of time, only 11% answered affirmatively to the ques-
tion of whether they would attend these bereavement rituals if
they were monetarily compensated.

DISCUSSION

The issue of physician participation in bereavement prac-
tices can be considered from both an empirical and a nor-
mative perspective. The empirical questions assess the

degree to which physicians participate in these practices,
reasons for not participating, and expectations of family
members. The normative question of whether physicians
should participate in these practices is best considered in the
context of empirical findings regarding physicians’ partic-
ipation in bereavement practices.

Several facts can be stated regarding physicians and be-
reavement practices. First, the level of participation is rela-
tively low. In a study of Oregon physicians by Tolle and
colleagues, only 6% of physicians had contact with the family
after a patient’s death [16]. A follow-up study found that,
among 128 surviving spouses of patients who had expired in a
university hospital setting, only 50% had any form of contact
with physicians [39]. In a study done at a large tertiary referral
center, more than two thirds of the physicians did not attend
funerals, viewings, or wakes. In terms of home condolence
visits, physicians overwhelmingly responded (91.6%) that
they never made a home condolence visit for their expired in-
patients. Less than 3% of physicians participated in bereave-
ment practices on a consistent basis (defined as �50%
participation in these events for expired patients). In terms of
indirect contacts, 65.7% stated that they never had written
communication with the family and 32.1% did not have phone
contact with family members of expired inpatients [8]. In a re-
cent study of oncologists and palliative care physicians, 95%
of oncologists and 70% of palliative care physicians rarely or
never attended funerals [33].

Our results expand upon these findings. It is a rare phy-
sician who makes it a practice to participate in any type of
face-to-face bereavement ritual. A large proportion of on-
cologists do participate in face-to-face bereavement prac-
tices other than funerals. For example, 29.8% of the
interviewed physicians admitted to occasionally going to a
visitation, versus 6.6% who would go to a funeral. It may be
that visitations and memorial services are more suited to
physicians because they provide a venue in which they can
speak to bereaved family members. It is also possible that
visitations and memorial services that do not occur imme-
diately after the patient’s death provide the physician with
greater flexibility in terms of finding the time to attend.

Table 6. Factors associated with face-to-face bereavement practices (all patients): Multivariate analysis

Variable Parameter estimate (b) Standardized estimate (�) p-Value

Gender 0.034450 0.01854 .85

Years of practice 0.013206 0.08681 .39

Religious 0.53236 0.14478 .18

Spiritual/nonreligious 0.87847 0.25976 .02

Participated in mourning ritual for close relative �0.3821 �0.11031 .25

R2 � 0.09.

Table 7. Reasons for nonparticipation in bereavement
rituals

Factor n (%)

Time constraints 63 (65%)

Family would prefer physician
not to be involved

19 (21%)

Professional issues

Need to maintain boundaries 55 (55%)

Not part of job description 40 (42%)

Personal issues

Fear of burnout 59 (61%)

Inability to face failure 20 (22%)

Death anxiety 12 (13%)
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One of the limitations of many earlier studies is that they
cluster all types of patients together. However, it has been
shown that physicians often build bonds with dying patients,
and the duration and nature of the bond can have a significant
impact on the patient–physician interaction. For example,
Redinbaugh et al. [43] interviewed physicians at two academic
centers who dealt with patients dying from cancer. Those au-
thors found that physicians who spent longer periods of time
caring for specific patients developed close bonds and felt
more vulnerable to feelings of loss when those individuals
died [43]. Our findings show that there is an association be-
tween a physician’s bonding with a specific patient and sub-
sequent participation in bereavement practices.

Physicians’ spirituality and religious beliefs have
been shown to influence their practice, especially in
terms of interactions with patients. In seeking to identify
factors associated with bereavement practices, we que-
ried oncologists as to their level of religiosity and spiri-
tuality. Individuals who identified themselves as neither
religious nor spiritual had the lowest level of participa-
tion. What is interesting is that the only group that was
more likely to participate in a bereavement practice was
comprised of those who were self-identified as both non-
religious and spiritual. Surprisingly, those claiming to be
religious and spiritual were not more likely to participate
in a bereavement practice. It is not clear why there is a
difference between these two groups. Our findings sup-
port the argument made by Koenig that spirituality and
religiosity are not the same entity, and the two should be
differentiated both in terms of practice and how religion
and spirituality are characterized in clinical studies [41].
This assertion is supported by a study by Greenfield et al.
[42], who found that formal religious participation and
spiritual perceptions had independent linkages to diverse
measurements of psychological well-being.

Oncologists were surveyed as to reasons why they
would or could not participate in bereavement practices.
Similar to the observations of Chau et al. [33], we found that
time constraints were a major factor in preventing partici-
pation in funerals. We noted that the other factors that were
also frequently cited subsumed professional issues, includ-
ing the view that such participation is not a part of a physi-
cian’s function or the need to maintain boundaries.
Interestingly, 61% of our respondents did not want to par-
ticipate because of a fear of burnout. The fear of burnout
may be well based because 30%–50% of oncologists, in-
cluding medical, surgical, and radiation oncologists, report
manifestations of burnout [44–48]. However, it should be
noted that there is no objective evidence showing that par-
ticipation in bereavement rituals contributes to burnout.
Factors that might have been expected to play a role, but did

not, were the perceived wishes of the family, a sense of fail-
ure, and death anxiety, which have been listed as reasons in
previous studies or essays.

There are several limitations to this study. Most of those
surveyed were Israelis who were Jewish, which raises the
issue of the generalizability of the findings. It may be that
there are cultural or religious differences that play a role in
determining participation in bereavement practices [49].
Likewise, the nature of cancer care delivery in Israel is pri-
marily hospital based (Table 1), and these oncologists may
either have a greater or lesser tendency to participate in be-
reavement practices than community-based oncologists.
However, a comparison of our data with those of Chau et al.
[33], who studied a more heterogeneous population of on-
cologists, did not disclose dramatic differences. This would
indicate that the low level of participation in bereavement
practices is a more universal phenomenon and less likely to
be related to cultural or geographic factors.

Another limitation is that oncologists may have overes-
timated their participation in bereavement practices be-
cause of the perceived “social desirability” of such
activities [50]. Thus, our data may overrepresent true par-
ticipation in bereavement practices. To minimize the im-
pact of social desirability, we intentionally avoided asking
value-laden questions such as “should physicians attend fu-
nerals or send condolence cards,” because this may have bi-
ased the response to the empirical questions.

There is also the possibility of responder bias, in which
those willing to participate in the survey were more likely to
participate in socially desirable or responsible activities
such as bereavement practices. Thus, the sample population
may not be totally representative of the general population
of oncologists and the level of participation in bereavement
practices among oncologists may be even lower than what
is suggested by our data.

The issue of physician participation in bereavement
practices is also normative. From the perspective of fami-
lies, there are substantial data from both qualitative and
quantitative studies indicating that they had a desire and
need to see medical personnel after the patient’s death [6,
23, 24, 26, 37, 51]. Other studies show that contact with the
physician (especially face to face) after a family member’s
death can provide closure and help with the bereavement
process [6, 21, 24, 25]. From the physician’s perspective,
many medical doctors indicated that it was important for
medical staff to be involved in aftercare, and supported in-
itiatives to encourage such participation [5, 8, 33, 43].

Despite the need of families for aftercare and the ex-
pressed desire of physicians to offer such services, the bot-
tom line is that few physicians provide face-to-face
aftercare on a frequent basis. Whether it is because of time
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constraints, a physician’s belief about his/her role, or an in-
dividual physician’s fear of burnout, the reality is that af-
tercare by treating oncologists is not provided to families in
a consistent manner. Based on the results of our study, if par-
ticipation in bereavement practices is left to the discretion of
the individual physician, then many families will not have in-
teractions with physicians after the death of the patient.

A practical solution to the problem of aftercare could
be the launching of formal programs in which designated
medical staff either individually or as a group visit the
family and maintain some form of contact. Several on-
cology and palliative care programs have established
such programs, and the response of family members has
been positive [52].

Alternatively, consideration may be given to educa-
tional interventions for physicians, both in medical school
curriculums and postgraduate education, focusing on the
needs of families and the role of health care personnel in
maintaining contact with relatives even after the death of
the patient [53–55]. Likewise, the issues of “burnout,” per-
ceived patient–physician boundaries, and issues of practice
priorities can be explored as they relate to bereavement
practices [56]. To be sure, not all physicians will participate
in bereavement practices, but placing greater emphasis on
the status of family members after a patient’s death may in-
crease the percentage of physicians who would be willing to
be involved in aftercare as part of the holistic approach to
the management of terminal patients.

Appendix 1. Survey tool (English version)

I. Background information
1. Gender

(a) Male

(b) Female

2. Year of birth 19__

3. Type of oncologist

(a) Medical oncologist (includes neuro-oncologists)

(b) Radiation oncologist

(c) Surgical oncologist (includes subspecialists such as H/N, orthopedist, etc.)

(d) Pediatric oncologist

4. My practice is mostly characterized as

(a) Hospital based

(b) HMO (Kupat Cholim)

(c) Private practice

5. Years in practice:

(a) �10

(b) 11–20

(c) 21–30

(d) �30

6. Religion

(a) Jewish

(b) Christian

(c) Muslim

(d) Druze

(e) Unaffiliated (atheist, agnostic, etc.)

7. Degree of religiosity

(a) I consider myself very religious

(b) I consider myself moderately religious

(c) I consider myself only slightly religious

(d) I do not consider myself to be religious

(continued)
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Appendix 1. (Continued)

8. Degree of spirituality (irrespective of answer to question 7)

(a) I consider myself very spiritual

(b) I consider myself moderately spiritual

(c) I consider myself only slightly spiritual

(d) I do not consider myself to be a spiritual person

9. Have you ever personally carried out any bereavement ritual (e.g., shivah, etc)?

(a) No

(b) Yes

(c) Not applicable

II. Bereavement practice
10. After a “typical” patient that you cared for dies, please indicate the degree to which you participate in the following
practices

Funeral Usually/occasionally/never

Shivah Usually/occasionally/never

Memorial service (azkarah, wake, etc.) Usually/occasionally/never

Phone call Usually/occasionally/never

Personal letter Usually/occasionally/never

Form letter sent by hospital Usually/occasionally/never

11. After a patient that you are “particularly attached to” dies, please indicate the degree to which you participate in the
following practices

Funeral Usually/occasionally/never

Shivah Usually/occasionally/never

Memorial service (azkarah, wake, etc.) Usually/occasionally/never

Phone call Usually/occasionally/never

Personal letter Usually/occasionally/never

Form letter sent by hospital Usually/occasionally/never

12. If such bereavement practices were reimbursable services, would you carry them out?

(a) No

(b) Yes

13. If you do not carry out any of the practices in questions 10–11, which best explains your rationale? Please rank order the
following choices on a continuum from 1 to 7 (where “1” applies to the explanation that you most identify with and “7”
applies to the explanation that you least identify with)

No time

Need to maintain doctor–patient boundaries

Fear of burnout

Can’t face failure

I have death anxiety

Family would not want me there

Bereavement is not the job of the oncologist

Other (please specify):

Thank you for taking the time to share your viewpoints.
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